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would probably be followed by atrophy of an enlarged prostate gland. The 
arguments upon which this suggestion was based, and the experiments on 
dogs, which confirmed the theoretical conclusions reached by Dr. White, 
were published originally in the Annals of Surgery for August, 1893. These 
have been abstracted and quoted so frequently in the medical press, both at 
home and abroad, that the subject must now be familiar to all who keep in 
touch with current medical literature. 

The author reported a case with marked hypertrophy of the prostate of 
several years' standing; accompanied by the usual train of symptoms. Double 
castration was followed by prompt amelioration of the distressing symptoms. 

The statement that no physical effects occur after castration, after puberty 
and in middle life, is certainly borne out by the experience of a large num¬ 
ber of careful operators. 

A Study in Technique of Operation upon the Appendix. 

Dawbarn describes in the International Journal of Surgery, 1895, vol. viii. 
No. 8, the following method of dealing with the stump after removal of the 
appendix, which he has employed since 1890 in all suitable cases: 

1. A continuous Lembert suture of silk i3 made to surround the appendix, 
running like a purse-string or gathering-string, in the superficial layers of 
the caecum, one-fourth inch from the appendix. This suture is not yet tight¬ 
ened, although the first half of a surgeon’s knot is already made. 

2. The appendix is divided, leaving a stump of variable length, but never 
shorter than a half-inch. 

3. This stump is stretched for a moment gently by introducing through its 
calibre a closed pair of slender, mouse-toothed forceps, passiug them into the 
caecum, and gently opening the blades; thereby any stricture from swelling 
of mucous membrane or from plastic deposit will be stretched, and the next 
Btep will be the easier in consequence. 

4. The stump is seized at the extreme of its free end by a similar fine- 
pointed pair of mouse-toothed forceps, and the stump is promptly invaginated 
—turned “outside in”—as a glove finger might be. So that when com¬ 
pleted the forceps and appendix-end are one-half inch inside the caecum. 

5. The suture is now tightened, during which step the forceps are with¬ 
drawn. Sopietimes it is a help to insert a probe or grooved director between 
the open jaws of the forceps prior to withdrawing the latter, in order to pre¬ 
vent the appendix drawing itself out again with them. 

Two points in the technique should be noted: the use of dry sterile gauze 
to hold the viscera, to prevent slipping, and pressure of the thumb and finger 
upon the caecum near the appendicular attachment to prevent the escape of 
fecal contents during the manipulations. 


On the Treatment of Secondary Hemorrhage from the Arteries 
of the Upper Extremity. 

Platt describes four cases of secondary hemorrhage of the upper extremity 
in the Medical Chronicle, vol. iii., No. 2, which he UBes as a text for some re¬ 
marks upon the treatment of this accident. Two of the cases presented clean 
wounds—one involving the ulnar artery and the other the superficial palmar 
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arch—both had been inflicted some days previously. It was quite easy to 
ligate both ends of the divided vessel by slightly enlarging the wound. 
Healing was rapid and satisfactory, and there was no further trouble. 

The third and fourth cases are of special interest, as both wounds were 
sloughing. In one a suppurating adenitis, secondary to an infected wound 
of the thumb, eroded a small branch of the brachial artery near the main 
trunk, and in the other a punctured wound involving the radial artery had 
been packed so tightly that sloughing occurred. In the former, as it was 
impossible to ligate the injured vessel on account of the close proximity ot 
the wound to the brachial artery, the latter was ligated with silk above and 
below the origin of the branch involved. The hemorrhage recurred, how¬ 
ever, and depended upon the ligatures becoming septic and cutting through 
the vessel and coming away before the wound had healed. The author decided 
to trace the divided artery up and down until its walls were found healthy 
and to apply torsion. In the fourth case, after completely dividing the 
wounded artery, both ends were twisted. Both cases made an uninterrupted 
recovery. The author strongly advises the treatment applied in the last two 
patients in similar cases. He prefers torsion to ligature, which leaves a 
foreigh body in the wound. 

Extra-peritoneal Closure of Artificial Anus and Fecal Fistula. 

J. Greig Smith describes in the Bristol Medico-Chirurgical Journal, vol. 
xiii., No. 47, the method which he has successfully employed in closing cases 
of artificial anus and fecal fistula. The object sought is to perform enteror- 
rhaphy without opening the general peritoneal cavity. The author thinks 
too much has been made of the agglutination of peritoneal surfaces in abdo¬ 
minal surgery. It is by no means certain, he says, that two opposed surfaces 
of intact peritoneum unite s quickly as two surfaces denuded of peritoneum, 
and he insists that an ope. ing in the gut can be closed as satisfactorily and 
as speedily by the apposition of rough cicatricial tissue on its surface as by 
the apposition of intact peritoneum. 

Between the parietal peritoneum and any discharging intestinal openiu 
is a circle of adhesions binding the bowel to the parietes. In the operation 
to be described these adhesions are left undisturbed. The bowel is delivered 
through an incision carried above and below the parietal opening, along 
with parietal peritoneum, which is separated from the parietes to any 
desired extent. The chief feature in the operation is this separation of 
parietal peritoneum, with its fat all around the fistula, for a distance of one 
or two inches, as is found necessary. The detachment should be begun at a 
distance from the fistula and carried down to it; it may be done almost 
entirely with the fingers. 

In a case of fecal fistula the bowel does not protrude through the parietal 
opening, and there is no spur, or only a slight one. A simple fistula leads 
from the skin to the bowel. The first step in the operation is the scraping of 
the granulations lining the fistula, which is done with a sharp Yolkmann’s 
spoon. If there is any discharge from the intestine,a small sponge with a 
string attached is pushed through the fistula so as to block it An incision 
is then made in the direction of the underlying muscular fibres, with the 
fiBtuIa in the centre; the incision does not pass through the fistula, but is 
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